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THE REAL ECONOMY 


T may be new to his Grace, but I beg leave to tell him that 
| mere parsimony is not economy . .. Expense, and great 
expense, may be an essential part in true economy .. . 
Economy is a distributive virtue, and consists not in saving 
but in selection. Parsimony requires no providegce, no sagacity, 
no powers of combination, no comparison in judgment . 
Mere instinct, and that not an instinct of the noblest kind, 
may produce this false economy in perfection. The other 
economy has larger views. It demands a discriminating judg- 
ment and a firm, sagacious mind. 


Edmund Burke, 


in a letter 
written in 1796 
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EDITORIAL 





SERVICES TO VETERANS 


E MAY expect a growing preoccupa- 

tion in the period just ahead with the 

provision of benefits to servicemen. 
Federal, state, and local legislative bodies 
will be giving attention to all kinds of pro- 
posals, and it will require exceptionally 
clear thinking to arrive at a truly construc- 
tive program. 

At its best, the motivating force behind 
these proposals is the manifestation of a 
real appreciation of the sacrifices our serv- 
icemen are making all over the world—the 
acceptance of physical and mental hardship 
and marked loss of income, to the end that 
our philosophy of government may success- 
fully meet the present threat with which it 
is confronted. Developments may, however, 
be influenced by other factors so that 
rational planning gives way to a sort of 
hysterical release resulting only in harm to 
the servicemen and to the country. We can- 
not ignore the fact that many proposals will 
grow out of inadequate planning. 

The easiest approach is for the public to 
accept responsibility for the care in institu- 
tions of disabled veterans, to provide cash 
in the form of mustering-out pay, unem- 
ployment benefits or bonuses, and to give 
veterans preferred status in public employ- 
ment. The only general objection to the 
first two of these proposals is that they are 
not enough. They must be supplemented 
by services which will be available readily 
to those veterans who need more than 
money to help them return to a productive 
place in a nation at peace. 

The third proposal—veterans’ preference 
in civil service employment—runs head- 
long into a conviction that is having growing 
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acceptance in this country—that the public 
business is important work calling for the 
best ability we can hire, not a type of shel- 
tered employment to be given out in grate- 
ful appreciation of services rendered. Dur- 
ing the depression years, we heard a great 
deal of thoughtful concern about the real 
benefits of W.P.A. employment; and the 
question was frequently asked, “Is morale 
truly maintained by employment for which 
the ability to do the work is of secondary 
importance?” It is not inappropriate to 
raise the same question with respect to vet- 
erans’ preference in public employment. 
Of course, many of our ablest people are in 
service today, and when they return to civil- 
ian life they will successfully compete for 
public employment. This is as it should 
be, and, when appointed, they will have the 
incomparable satisfaction of knowing that 
their ability has been recognized. 

To return to the question of constructive 
services needed by veterans in readjusting 
to civilian life—public welfare agencies 
will find themselves engaged in both plan- 
ning and provision of such services. Com- 
munity and national plans for such things 
as corrective surgery, vocational training, 
employment counseling and placement, edu- 
cational programs, information services, 
and direct assistance in the utilization of all 
service programs will call for the full par- 
ticipation of public welfare agencies. 

The provision of cash benefits and insti- 
tutional care is easy. More thought and 
devotion will be required to provide useful 
programs of service, but our servicemen 
and our nation deserve no less than our 


best thought and fullest devotion. 








PRELIMINARY STATEMENT UN PUSTWAR 
PLANNING IN HEALTH ANU WELFARE 


by HARRY O. PAGE 
Commissioner of Health and Welfare, State of Maine 





I. Background for Peace 


In Maine, as in other states, planning for after the war must be considered against 
a background of the problems which we as a nation will face because it is obvious that to 
the degree unified action is mandatory in promoting the war effort so will unified action 
be necessary in adjusting to peacetime living. As a United States, we shall, at the close 
of the war, have the following political, economic, and social factors to consider in rela- 
tion to the health and welfare of our people: 
A. Political factors 
1. The degree of cooperation with other nations in the world. 
2. The question of a continued strong central government or a return to the states 
of a greater measure of their sovereignty. 
B. Economic factors 
A labor force of 63.5 million persons. 
A national income approaching 150 billions of dollars per year. 
The greatest national production rate in the country’s history. 
A national debt approaching 300 billion dollars on which carrying charges 
alone will be tremendous. 
Demobilization of more than 10 million veterans of World War II. 
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Eprror’s Note: So much has been written of a general nature about postwar 
planning that we are very happy to present the specific recommendations set forth 
in this report. The report is a part of a broad postwar planning program undertaken 
by the State Development Commission in Maine. The Maine legislature, acting on 
the recommendation of Governor Sumner Sewall, provided facilities for a postwar 
planning program under a State Director of Postwar Planning. All department heads 
have submitted memoranda to the Director of Postwar Planning for coordination 
in one state plan. 


While Mr. Page accepts full responsibility for that portion of the statement 
dealing with philosophy and objectives, he wishes it made clear that the development 
of specific recommendations was a cooperative project with full participation of the 
bureau and division chiefs in the Maine Department of Health and Welfare. 
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6. Release from war industries of upwards of 20 million workers. 

7. Into the labor market more than 1,700,000 youth who have completed their 
formal education. 

8. A group of unemployed estimated to number from 3 millions to 9 millions 
of persons during the two-year postwar adjustment period. 

C. Social factors 

1. Rehabilitation of World War II veterans. 

2. Retraining of civilian war workers. 

3. Migration of thousands of families from war industry areas to their former 
homes. 

4. A temporary increase in the incidence of sickness caused by war strains, con- 
tinuous long hours of employment, and insanitary, crowded housing conditions 
in war industry centers. 

5. An increase in general relief and public assistance expenditures. (To come 
largely from the elderly persons, youth, and women who will voluntarily or 
with pressure be removed from the labor force.) 

All economists, whether employed by government, industry, or labor, are in almost 
unanimous agreement as to the after-the-war pattern. They indicate that during the two- 
year period of conversion from war to peace production, the number of unemployed may 
be as high as 9 million persons. There will follow a “boom” period of about 10 years 
during which we shall produce consumer goods at a high rate for ourselves and other 
nations. There will then be a sharp decline in production and in the absence of careful 
planning there can be a repetition of the nation’s experience in the 1929-39 period. 


II. Responsibility and objectives of health and welfare department 


As an agency of state government, the health and welfare department has as a statutory 
responsibility: 
A. The administration and enforcement of the public health laws. 
B. The administration and enforcement of the public welfare laws. 
In carrying out the intentions of the people as expressed in legislation, the department 
has the following objectives: 
A. The prolongation of life and the prevention of sickness. 
B. The prevention of poverty and the relief of want. 
C. The provision of qualified leadershipto all political subdivisions, private agencies, 
and citizens in matters related to health and welfare. 
D. An active interest in promoting and furthering, through our democratic processes, 
a way of living which will provide basic security for every citizen and afford the 
opportunity for useful and purposeful living. Such a basic security must include 
the following opportunities: 
1. Employment through 
a. Private industry 
b. Public works which will 
(1) Give employment to every person needing and wanting a job and ca- 
pable of performing it or being trained to perform it. 
(2) Be sufficiently varied to preserve the skills of the individual. 
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(3) Pay a wage sufficient to maintain the individual and family on a stand- 
ard of decency and health and not on an “emergency” subsistence level. 

Adequate social insurance to maintain the individual and his dependents 
through periods of unemployment and in years of retirement. 
Food in a kind and amount sufficient to maintain good health. 
Housing of a quality to provide wholesome and sanitary living conditions. 
Adequate medical care including dental, surgical, hospitalization, and psychiat- 
ric treatment for the mentally sick. 
Equal educational opportunity. 
Recreation for both children and adults. 
Adequate general relief and public assistance. 
In listing the basic security factors above, the department does not intend to im- 


ply that it wants or should have responsibility for most or all of these needs. The depart- 
ment does believe, however, that if we are to abolish poverty in the sense of subsistence 
living, we must think in terms of the needs of all the people and work toward the pro- 


vision of those opportunities which make all people producers and participants in pur- 
poseful living. 


III. Specific recommendations 
A. Bureau of Health 


Public health and medical authorities agree that on the basis of discoveries made 
in medical science during the course of the war, further prolongation of man’s 
life span is assured and in the postwar world an increased emphasis will be placed 
on preventive care. Authorities likewise agree that the trend in the future will be 
toward more conscious and active cooperation on the part of all professional health 
agencies and individuals in a community to the end that, on a voluntary basis, the 
well-being of each person in the community shall be promoted. The State Bureau 
of Health intends to keep abreast of these progressive trends and the following 
specific recommendations are offered: 


1. 


2. 


». 


That the bureau accept responsibility for providing leadership in prolonging 
life and preventing disease and illness. 

That the district health organization be strengthened through 

a. establishment of additional offices (housing, also, welfare staff) 


b. employment of qualified physicians trained in public health and adequate- 
ly compensated 


c. placing more responsibility on district health officer for administration 
within his district and working for 
(1) more local acceptance and support 
(2) less federal and state control and financing 

d. addition of a medical social worker to each district to assist with referred 
welfare cases. 


That the venereal disease and communicable disease divisions be combined. 


That there be established the position of Assistant Director of Health with re- 
sponsibility for 
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11. 


12. 
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a. district services 
b. communicable disease division. 


That there be created a tuberculosis control division with a trained medical di- 

rector. Such action should result in 

a. finding tuberculous persons in communities 

b. close cooperation with state sanitoria in follow-up on cases discharged 
from sanitoria 

c. clinics in towns run by State Bureau TB Director or consultants from 
state sanitoria 

d. reasonable preparation for service to World War II veterans who re- 
quire it. 

That a mental hygiene division be established. Clinics throughout the state 

would 

a. be open to all citizens 

b. accept referrals from Bureau of Social Welfare 

c. treat persons discharged or paroled from state mental institutions. 


That provision be made for diagnostic clinic facilities in each health district, 

attached to existing community hospital and with 

a. a mobile unit of specialists from state health office making available city 
facilities to rural areas. 


Norte: This plan anticipates that (1) local hospital will increasingly become 
center of community health programs; (2) there will be strong physical tie- 
up among health, medical, and hospital authorities locally as there is between 
state health and welfare; and (3) state health bureau has responsibility for pro- 
viding leadership that will not only command the respect of, and prove a re- 
source for, practicing doctors, but will work actively for the improvement of 


the health of the people. 
That there be created an industrial hygiene division. 
That there be conducted a joint study with the Bureau of Social Welfare, 


organized medical and hospital societies, municipal officers, and others of the 
facilities in the state for the care of the chronically ill. 


That activities of Division of Services for Crippled Children be extended to 
include diagnosis and treatment of hard-of-hearing. 


That the Division of Medical Services be expanded to include: 

a. more consultation on the medical problems presented by persons in whom 
the department has an active interest 

b. cooperation with organized medical and hospital associations for the pur- 


pose of devising a plan to insure the best medical care for all residents of 
Maine. 


That the Division of Dental Hygiene be strengthened through a qualified doc- 
tor of dentistry who recognizes the relation of dental care to medical care and 
has an appreciation of good medical care. 
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13. That an in-service training program be developed to give all Bureau of Health 
personnel an insight into social welfare problems. (Many public assistance 
recipients will become productive citizens if given needed medical treatment.) 

14. That the scope of the Hospital Aid program be broadened to include responsi- 
bility for the standard of care given and the availability of hospital facilities 
as well as a means of paying hospitals some money. 

15. That sufficient funds be provided to employ and retain personnel qualified by 
training and experience to give leadership in their respective fields of activity. 


. Bureau of Social Welfare 


The war has effectively demonstrated in Maine and throughout the nation: (1) the 
need and value of social services to working people; (2) that a person will not stay 
on relief if he can get a job; and (3) that handicapped persons can be rehabili- 
tated to useful and productive living. Personnel shortages, together with the ne- 
cessity of carrying war-related activities in addition to regular duties, have com- 
bined to indicate the need for unification and simplification of welfare administra- 
tion. The future in social welfare looks beyond the provision on an adequate basis 
of life’s necessities to an objective of helping individuals to be productive citizens 
in their communities. The result of moving toward such an objective will be an 
elimination of much waste in lives and money. The State Bureau of Social Welfare 
is now undergoing an administrative reorganization so that it may more effectively 
serve the people of the State. To the end that its varied activities may be coordi- 
nated and directed toward the new objectives in welfare, the following specific rec- 
ommendations are offered: 

1. That the bureau accept responsibility for providing leadership in helping peo- 
ple to live productive lives. 

2. That the administration of welfare programs be unified and simplified through 
the local administration, under state supervision, of all activities relating to 
needy persons. 

Currently, approximately 400 sets of local welfare officials administer 
general relief to Maine’s approximately 500 cities, towns, and planta- 
tions. At the same time through 39 offices the department of health and 
welfare administers assistance and service to the aged, blind, dependent, 
and neglected children in these same cities and towns. Economy in money 
and manpower and improved service to people could be effected if the 
administration of all welfare assistance and service programs were to be 
made a responsibility of the cities and towns, with state supervision and 
federal, state, and local financing. Such a plan would require the appoint- 
ment of administering officials and their staffs on a merit basis and would 
permit the housing of the total service in a single building within the com- 
munity. For towns with a small population there would be required a 
single staff serving two or more towns and located in the center of the 
area to be served. 

3. That the sum of $125,000 be appropriated for the construction and renova- 
tion of homes on the three reservations occupied by members of the Passama- 
quoddy and Penobscot Tribes of Indians. 
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The state continues to fumble with its biggest minority group, the In- 
dians. Year after year the state spends approximately $100,000 toward 
the support, maintenance, and education of about 1,200 Indians with lit- 
tle evidence that the expenditure has been helpful in getting the Indians 
to accept the privileges and obligations of state citizenship. The depart- 
ment believes that no real progress will be made until certain basic needs 
are met on an adequate basis. A major need is decent housing. Cur- 
rently 1,200 Indians live in 200 homes, about 150 of which are one- or 
two-story shacks. With an average of 6 persons per dwelling, it is obvi- 
ous that a crowded, insanitary condition must exist and the social costs 
of such living arrangements are tremendous. The construction of 75 four- 
room houses at an estimated cost of $1,000 each, together with an expen- 
diture of about $600 for enlargement and repair of the remaining 75 
homes would give the Indians for the first time the opportunity to live and 
raise their families in houses which can be kept clean and warm and will 
afford the chance for wholesome family life. Costs of carrying out this 
project can be kept at a minimum through the use of available lumber 
and Indian labor. es 


4. That the total resources of the bureau be made available to assist in the 
prompt rehabilitation of World War II veterans. 

Currently the State Service Officer, a member of the Bureau, is secre- 
tary of the Veterans Service Committee of Maine which, with 1,000 
members, operates in 126 communities in giving service to returning 
veterans. In Maine we face the return from the armed forces of an esti- 
mated seventy thousand persons. Many of these veterans will want not 
only information on available benefits, medical care and treatment, and a 
job but in many instances will require social services in making the ad- 
justment to civilian life. Qualified social workers are trained and ex- 
perienced in giving the kind of services which the soldier suffering from 
the strains of mechanized warfare may require. It is assumed that, when 
necessary, sufficient monies will be made available by the state, through 
the World War Relief appropriation to meet the needs of dependents 
of World War II veterans. . 


5. That, in cooperation with the Bureau of Health, organized medical and hos- 
pital societies, municipal officers and others, a study be made of provisions in 
the state for the care of the chronically ill, with special reference to care of 
the aged. 

Through medical science the span of life is now about 65 years for the 
average person. Recent discoveries indicate it is reasonable to expect 
that, in the future, people may live to 75 years of age on the average. 
This will mean a considerable increase in the number of persons af- 
flicted with chronic ailments and requiring nursing home or infirmary 
care. To no small degree the problem is already with us and, in the 
absence of adequate facilities, many persons, especially the aged, are 
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not getting proper care and are most unhappy. Now is the time, through 
the joint work of public and private groups, to learn the extent of the 
need, the availability of resources, and the lacks which must be met. 


That social services be extended through employment of qualified workers 

to provide counselling service to employed persons and vocational guidance 

for the rehabilitation of persons requiring public assistance. 
The war has demonstrated that social services meet a definite need for 
the employed person in matters of housing, recreation, child care, and 
family difficulties. For the handicapped person and for the person pre- 
viously classified as “unemployable,” active cooperation and planning 
with the Division of Vocational Guidance in the Department of Educa- 
tion will result in many of these individuals becoming producers. 


That more emphasis be placed on preventing breakdowns in family life 

through 

a. assignment of qualified social workers to give service only in families re- 
questing help or referred by other social agencies 

b. more active cooperation with churches in all communities 

c. exercising more care in adoptions. (Private social agencies with qualified 
personnel should be encouraged to accept more responsibility for this im- 

portant activity.) 

d. the establishment of study homes in which children may be temporarily 
cared for while being observed and given such psychiatric treatment as 
may be required. 


That a full-time nutritionist be added to the bureau staff to act as consult- 
ant to all divisions. 
The work of the Bureau of Health nutritionist in the Bureau of Social 
Welfare has demonstrated the need for a nutritionist for consultation 
solely among the Social Welfare divisions. The service is helpful to 
people not only in the planning of adequate assistance standards but 
also in the planning of special diets and school lunch programs. 


That provision be made to make all public assistance payments on a semi- 
monthly basis. 
Currently, payments are made monthly. Most people receive wages 
weekly and plan their expenditures accordingly. The receipt of pay- 
ments twice a month would make it easier for the recipient to plan his 
expenditures wisely. 


That sufficient monies be appropriated to provide each eligible recipient of 

public aid with a standard of living compatible with decency and health. 
The provision of anything less than a decent standard of living results 
in a loss of manpower and money on the part of the community and 
the state. An adequate appropriation will include funds necessary for 
rehabilitation through medical care, including dental care, hospitaliza- 
tion, and psychiatric treatment for the mentally-sick individual. 
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11. That there be an adequate staff of workers adequately compensated. 
A staff turnover of approximately 40 per cent in 12 months is not good 
business and is exceedingly costly. The state must either more nearly 
compete with other agencies in the labor market or continue to serve, as 
we have for many months, as a training school for other organizations. 


IV. General recommendation 


A. That, in centers throughout the state where various state departments rent field 
offices, consideration be given to the erection of state office buildings adequate to 
house in one unit the workers whose official headquarters are in the city or town. 

This department now spends $18,552 per year for the rent and upkeep of 
field offices throughout the state. In many instances the office space is not 
conveniently located for public service and the offices themselves are so 
crowded as to assure little, if any, privacy for the discussion of the per- 
sonal situations which individuals wish to talk over in a social welfare 
agency. It will be a happy day when citizens with government business to 
transact can go to a single building in a city or town and find there the 
agencies of government they wish to contact. 





EDITORIAL JOTTINGS 


HE standard cover for our journal has be- 
eae a war casualty. We are informed that 
this particular type of cover stock is being made 
no more. The cover on this issue is as close as 
we could come to it with any reasonable assur- 
ance that the stock would continue to be avail- 


able. 
* ca * 

T HAS come to our attention that mail from 

the Association’s office to its members has 
been delayed, in some instances as much as two 
months in delivery. We all recognize that this 
is due to circumstances truly “beyond our con- 
trol.” We can, however, take one step toward 
prompter mail service if postal zone numbers are 
included in the mailing address in those locali- 
ties where postal zone numbers have been as- 
signed. If there is a postal zone number in your 
mailing address, and it is not included in the 
address as stamped on the back cover of this 
issue, we suggest that you send in a postcard 
to the office giving this information. 


N THE December issue of PuBLic WELFARE, 
] readers were asked to send in to the editor 
their criticisms of the first year’s issues. We 
were not overwhelmed by the volume of mail, 
but we were delighted to have thoughtful sug- 
gestions from a half-dozen of our readers. 

Only one suggestion was directed at the dele- 
tion of any material—the suggestion that the 
book notes be fewer, but longer. Other sug- 
gestions called for more material on integrated 
case loads, on reporting, on rehabilitation, on 
legal, administrative and policy developments in 
the states and localities, on state and local pro- 
gram operations, and on institutional problems. 
One writer suggested that we present case studies 
of administrative problems, and another asked 
that we publish a list of the state public welfare 
agencies’ periodical publications. 

For all of these suggestions we are grateful. 
We intend to be guided by them and by such 
others as our readers may submit from time to 
time. 











NEW YORK STATES PUBLIC MEDICAL 


CARE PROGRAM’ 


by LEE C. DOWLING 


Deputy Commissioner for Public Assistance 
New York State Department of Social Welfare 





His Is a brief story about a principle, 
a problem, and a performance. The 
principle: every human being in need of 


I 


medical care should receive that care; the - 


problem: getting the cooperative action of 
public welfare administrators and private 
physicians to bring about a high order of 
public medical care, at an economical cost, 
for the needy sick in the community, by the 
judicious use of limited funds and facili- 
ties; the performance: establishment of 
modern, efficient, public medical care plans 
in almost every district in the state—rural, 
semi-urban, and urban—through reorgani- 
zation, integration, and improvement of ex- 
isting medical resources. 

This is not a “how-to-do-it” article, nor a 
statement studded with specifics and details. 
It is an article written primarily for public 
welfare administrators who must solve the 
problem of providing high-grade medical 
care for dependent persons in their com- 
munities. It outlines, in general, the basic 
difficulties inherent in such a problem and 
recounts how New York State solved those 
difficulties. 

Our objective was to build a long-range 
program through which thousands of public 
aid recipients might receive medical care 
of a high order, through efficient and coordi- 





* Adapted by Mr. Dowling from his article of the same 
title in the New York State Journal of Medicine, May 
1942; reprints of the original article are available at 
5 cents each from the State Department of Social Wel- 
fare, Albany 1, N. Y. 
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nated local community services and facili- 
ties, at a cost within the limited medical 
relief funds available. 

The nature of our problem was this: 
there were over one hundred local com- 
munities in the state—rural, suburban, 
metropolitan—that an over-all program had 
to fit, localities in which the quality and 
quantity of medical services ranged from 
excellent to zero, districts in which facili- 
ties and resources were uncoordinated, 
costs out of all proportion, public and pri- 
vate medical agencies of widely varying 
effectiveness and standards—as many 
schemes of providing medical relief service 
as there were localities. The proposed plan 
had to consider all this, and deal with it 
realistically and successfully. There were 
countless other challenges—convention- 
hardened routines and customs, local auton- 
omy, vested interests, doctors hypersensitive 
to “socialized medicine,” and other factors 
strong enough to wreck the best paper plan- 
ning. 

The department realized that existing 
local facilities had to be so reorganized and 
coordinated as to assure improvement in the 
quality, quantity, and efficiency of local 
medical services, or it would be building on 
an uneven and false foundation. It therefore 
decided to hold fast to two things: its pri- 
mary objective of providing adequate, high- 
standard medical care to the public assist- 
ance population at costs within its restricted 
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medical funds, and its realistic concept of 
the multitudinous difficulties presented by 
community mores, the wide range of public 
medical standards and facilities in the 105 
districts, and the attitude of the medical pro- 
fession toward government’s bearing social 
gifts, particularly medical-relief schemes. 


Earty Discussions 


” IMPORTANT phase of the problem 
soon appeared—the basic task of get- 
ting public welfare officials and the doctors 
together. The whole program was based on 
that cooperative relationship. The depart- 
ment invited representatives of the State 
Medical Society’s Subcommittee on Medi- 
cal Relief and the New York State Associa- 
tion of Public Welfare Officials to discuss a 
proposed public medical-care program. Sev- 
eral things soon became apparent. 

The doctors and the welfare commission- 
ers agreed on little, except a healthy skepti- 
cism for state government proposals. 

The medical profession questioned the 
validity of laymen (welfare commission- 
ers) directing medical-care programs. (Un- 
der New York State law the welfare com- 
missioner is legally responsible to his 
community and to the state for the conduct 
of his department. He can neither delegate 
nor share his responsibility.) The doctors’ 
attitude represented a threat to the powers 
of the local welfare commissioners, who 
saw no reason for the medical profession to 
question practices that had existed for 
decades. 

The state regulation requiring the state’s 
specific approval for certain local medical 
expenditures also provided fuel for lively 
debates. 

Then everything seemed to bog down in 
interminable debates about doctors’ fees. 

But the committee refused to give up. 
There was at least one spot of common 
ground upon which all the groups could 


meet—good medical care for human beings 
in need of that care and without the means 
of providing it for themselves. Every man 
in the conference room was dedicated to 
that principle, professionally, officially, or 
personally. 

Using that objective as a new starting 
point, subsequent discussions were rigidly 
confined to principles, to broad general con- 
cepts. Fee schedules, procedures, customs, 
and similar subjects were excluded. Finally, 
a statement of principles was drawn up: 

The medical profession should partici- 
pate in all medical phases of the proposed 
program; all physicians and local med- 
ical soieties should be encouraged to par- 
ticipate in the planning and operation of 
the local medical-relief program; com- 
plete decentralization of control in med- 
ical matters (eliminating state agency’s 
specific approval of certain medical 
expenditures); free choice of doctors; 
use of salaried medical practice in the 
program where so chosen by the local 
community; use of clinics; inclusion of 
nonrelief families in the public medical- 
care program. 

In general, all agreed to these principles, 
but the doctors did not approve of the per- 
missive “contract” practice and the use of 
clinics without rigid restrictions. (Nor do 
they approve of these factors today, even 
though they endorse the new public medical- 
care program.) However, to have opposed 
these two principles to the point of wrecking 
the whole medical program, would have 
been alien to the best interests of thousands 
of persons in real need of medical care. 
Further, the proposed program permitted 
several methods of providing physician’s 
services: fee basis, either giving the patient 
free choice of physician or limiting the 
choice to a selected panel; use of public or 
private clinics; and salaried staff physi- 
cians to treat patients in their offices and 
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in patients’ homes, with specialists’ services 
on a fee-for-service basis. These were meth- 
ods in common use in New York communi- 
ties for decades. A program that would 
have restricted physician’s services to the 
fee basis would have foredoomed the pro- 
gram to failure in scores of communities 
which would not have accepted such dicta- 
tion either from the department or the med- 
ical profession. And so, despite its historic 
and continuing opposition to “contract” 
practice, the medical society could not as- 
sume the responsibility of taking an ada- 
mant stand which would have stopped a 
meritorious state-wide effort to provide 
higher standards of medical care to a great 
number of citizens; nor could it realistically 
place itself in a position of imposing pat- 
terns of public services upon communities 
which have a democratic right to select their 
own modes of government and to determine 
their own levels of public service, however 
short those levels may be of the objectives 
of the medical profession. 

The society realized that the local com- 
munity had a free choice in selecting the 
method of securing physician’s services un- 
der the proposed program and the medical 
profession had an educational responsibil- 
ity to see that the community chose the 
proper method. The department refused 
even to entertain the notion of mandating 
the communities by forcing them to accept 
the fee basis, for it was contrary to demo- 
cratic processes of government. The de- 
partment said its experience did not indi- 
cate the need for such a measure, and it 
could not legally impose it. Because the 
state and local medical societies were free 
to promote and encourage the fee basis, the 
doctors went along with this part of the plan. 


Cuinic CARE 


y pees THERE was the objection to the prin- 
ciple of use of clinics. Clinics were ex- 


ploited to avoid payment of fees for serv- 
ices in some communities—many communi- 
ties—the society charged. Clinics should 
be used when medically desirable, but 
when exploited they are unnecessarily bur- 
dened, reducing the time available for at- 
tention to each case. The patient is deprived 
of the right to be attended by his own 
physician. The hospital out-patient depart- 
ment should be used as a diagnostic center 
and treatment auxiliary by the private 
physicians and not as a catch-all for all 
kinds of cases. Evidence was presented. 
The society said that it could not endorse 
the principle of the use of clinics without 
restrictions which would safeguard the gen- 
eral practitioner from abuses and exploita- 
tion. 

The department understood the society’s 
position. The department explained that its 
proposed plan would supplement and not 
duplicate or supplant existing facilities; 
that the plan was not—could not be—a 
panacea to correct all the weaknesses, 
flaws, and defects of public medical services 
or the long-standing inadequacies of com- 
munities’ concepts of medical standards 
and goals; it could not dictate drastic 
changes in the setup of local medical agen- 
cies’ services, either legally or socially; it 
could not ignore the existence of medical 
facilities and resources in the communities, 
sorely limited as they were, or fail to utilize 
such agencies in a program designed to 
bring to bear all the adequate local medical 
services upon the burden of sickness in the 
community. 

Clinic services ard uses of clinics which 
infringe upon and exploit the local medical 
profession, are matters for arbitration be- 
tween local officials, the management of the 
clinics and the local professional groups 
—they are not subject to state interference, 
the department contended. The primary 
objective must be the use of existing clinics 
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to the fullest reasonable extent—especially 
where clinics are an integral part of the 
local community’s medical services or can 
be properly made so. Rigid restrictions, if 
it were practical to impose them, would 
alienate many local communities and keep 
the proposed public medical-care plan in 
the paper stage, the department maintained. 

For the general welfare of the commun- 
ity, the medical society went along, but 
opposed the unrestricted use of clinics. The 
society could not expect one state agency, 
with supervisory responsibility for only a 
fraction of the expenditures for public med- 
ical care, to try to end practices over which 
it had no control and which had existed for 
many years. The society thought the depart- 
ment might enforce certain limitations on 
the use of clinics under its public medical- 
care program, by withholding state reim- 
bursement where such clinics were misused. 
The department and the local welfare com- 
missioners would not go along with such re- 
strictions. The society recognized that it 
and the local medical societies had certain 
responsibilities of their own to educate 
communities in this matter. The society 
could not place itself in the position of 
blocking the proposed medical-care pro- 
gram on this issue, for the program pro- 
vided many advantages greatly to be 
desired. 

And so, on the basis of this statement of 
principles, a set of basic policies was de- 
signed to carry out the objectives of the 
proposed public medical-care program. 


Basic Po.icies 


— POLICIES underlined the require- 
ments established by the department as 
the minimum essential to its approval of a 
local medical-care plan: 

1. Local medical direction and its ad- 
ministration. The commissioner of public 
welfare, with authority and responsibility 


for providing medical care, shall delegate 
the direction of the medical aspects of the 
plan to a licensed physician of his choice. 
Dependent upon the size of the local wel- 
fare unit, the medical director may be on a 
part- or full-time basis and salaried or vol- 
untary. However, most of the medical di- 
rectors or consultants are on a salaried 
basis. He must establish a central medical 
unit, properly staffed and equipped to han- 
dle or refer all requests, (a) from or in 
behalf of patients in need of medical care 
at public expense, and (b) from the physi- 
cians, dentists, nurses, pharmacists, clinic 
and hospital administrators who are author- 
ized to supply such care. 

2. Definition of scope of medical-care 
plan. Written statements shall be prepared 
to define clearly the policies, procedures, 
items, and terms (including payments) 
which govern the respective functions of 
each participant in the operation of the 
plan. These itemized statements are to be 
designed, by mutual agreement, for the use 
of physicians, dentists, nurses, pharmacists, 
hospitals, etc. (vendors or providers of 


medical services or supplies), as well as 


participating members of the welfare de- 
partment staff (medical, social service and 
accounting divisions). 

3. Medical and social coordination. 
The plan must provide for: (a) the use of 
physicians to determine the medical needs 
of any person applying for medical care; 
(b) the use of social workers to determine 
financial eligibility of such person for care 
at public expense; (c) informing social 
workers of the medical and social needs of 
the applicant, and joint planning between 
medical and social workers where there is 
an interdependence between the treatment 
and social factors in the case; and (d) the 
application, as rapidly as possible, of one 
system of providing medical care for all 
persons receiving public assistance, regard- 
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less of category of assistance. 

4. Medical and fiscal record keeping. 
The plan shall provide for the establish- 
ment and maintenance of: (a) medical-care 
records showing the diagnosis and treatment 
for individual patients; (b) cost records 
according to type of medical or other pro- 
fessional services or supplies furnished; 
and (c) an accounting system conforming 
to the regulations of the State Department 
of Social Welfare. 

5. Integration with community medical 
and health resources. An accurate and up- 
to-date inventory shall be established and 
maintained of all medical and health facili- 
ties and services available in the community 
under federal, state, local, public, or pri- 
vate auspices, so that full and proper use 
may be made of each in a well-rounded 
medical-care plan. 

The items of medical care included prac- 
tically the whole range of modern medical 
services. 

When the program was finally formu- 
lated, there had been so much frank, hon- 
est, and sincere discussion between physi- 
cians and welfare commissioners, that they 
began to talk the same language and held 
to the same point—provision of adequate 
medical services to the public assistance 
population. For the first time, perhaps, 
physicians began to understand the prob- 
lems, factors, and conditions which fashion 
the welfare commissioner’s considerations 
and judgment, and vice versa. Trust and 
confidence began to develop between the 
two groups, right down the line from the 
committee members to the whole rank and 
file of doctors and welfare officials. This 
kind of relationship grew as conferences 
and meetings were held periodically to 
evaluate the progress of the medical pro- 
gram as it was adopted by one locality after 
another following its initial installation in 
the summer of 1939. 


It is necessary to state here that the local 
welfare departments have been operating a 
medical program under state supervision 
since 1931. This, however, while satisfac- 
tory for emergency programs, did not lend 
itself to long-range planning. Under the 
old program, medical care was granted in 
conformity with rules and regulations estab- 
lished by the state and contained in its 
medical manual. The manual contained 
maximum rates for reimbursement and con- 
ditions under which care could be granted, 
as well as numerous situations where prior 
approval must be secured from the state be- 
fore the care could be given. Not only was 
it impossible for public welfare commis- 
sioners and their staffs to understand the 
professional terminology but state approval 
added to the problems of administration. 
Long-range supervision of medical care au- 
thorized locally proved to be unworkable, 
cumbersome, and a constant source of irri- 
tation to local welfare agencies. 

The medical society’s Subcommittee on 
Medical Relief worked painstakingly with 
the department in guiding the introduction 
and development of the plans. There were 
some early difficulties, minor and major, 
but once plans were introduced into a few 
communities and good results obtained, 
they moved along fast. After two years of 
experience, study of the results, and consid- 
eration of the problems stemming from its 
operation, the department and the society 
pronounced the program a success, were 
enthusiastic about its future, believed they 
had solved the riddle of organizing a good 
local public medical-care program which 
has within it the elements of a pattern of 
high-grade care administered through prin- 
ciples and practices that are generally ac- 
ceptable to the medical profession, and can 
be adapted by almost any community in 
America with benefit to the patient, the doc- 
tor, and the community. 
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It is no more perfect than any set of 
principles can be when translated from 
paper to practice, when carried out by 
thousands of persons, and operated in all 
kinds of communities, against widely vary- 
ing backgrounds of medical-service conven- 
tions and customs. It does not, cannot, 
eliminate all of the actions of doctors, com- 
missioners, and communities which are not 
for the best interests of patients or a good 
medical-care program, but it does discour- 
age many of these actions, does provide 
workable machinery to eliminate more of 
them. Nor will it eradicate overnight the 
ignorance of medical-care problems, or the 
injurious monopolies of medical practice, or 
the evils of wholesale clinic treatment, or 
the lack of adequate medical case record- 
ing, all of which have become hardened 
arteries of a system long inured to such 
practices. Nor has it solved the vital factor 
of setting fees that please both the doctors 
and the taxpayers, a problem upon which 
many medical-care proposals founder be- 
fore they even get started. It has not as yet 
educated the minorities in the public wel- 
fare field and in the medical profession to 
a point where they learn to get the facts and 
consider the whole problem before making 
noisy complaints and charges. Neverthe- 
less the program has made such substantial 
contributions toward alleviating these age- 
old problems that it has survived all of the 
dangers they represent to every public med- 
ical program. 

Analysis of over four years’ experience 
with the program shows the following: 

It develops coordinated and efficient use 
of public and private medical agencies in 
the community and eliminates waste and 
duplication. 

By making it necessary for the local gov- 
ernment to choose the most suitable type of 
medical program and work out all the de- 
tails, it focuses community attention upon 


medical needs and services and gives the 
local medical profession an opportunity to 
be heard in the council halls of the com- 


‘munity. 


It places the medical operations of the 
plan in the hands of a medical man and thus 
places the medical profession in a key posi- 
tion to influence a wider and better under- 
standing of medical objectives, standards, 
and services. 

It establishes fiscal and individual medi- 
cal record-keeping, where such civic and 
scientific data were inadequate or absent 
altogether. 

It reduces the cost of the average medical 
case or makes available, through elimina- 
tion of duplicatory and wasteful operations, 
funds which can be used for needed, addi- 
tional medical services. 

It has given New York State more medi- 
cal directors or consultants administering 
medical relief-care programs than exist in 
all the rest of the nation—and it does im- 
prove the quality and quantity of medical 
care. 


THE PROBLEM OF FEES 


HE ONE recurrent problem, in minor or 
| pas degree, in the installation and 
operation of a plan, is that of fees. The 
State Medical Society committee would not 
approve a fee schedule at the preliminary 
discussions of the medical plan, has not 
approved such a schedule to date, and does 
not propose to approve one in the future. 
Its position is that fees vary widely in the 
more than one hundred communities of New 
York State (exclusive of New York City, 
which has its own medical program), and 
to approve any one schedule of fees might 
penalize physicians in scores of communi- 
ties by fixing fees at standards below what 
they are now receiving, and might likewise 
impose higher taxpayers’ costs upon scores 
of communities in which the local fees 
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would fall below the requirements of a 
fixed schedule. The mere approval of any 
specific table of physicians’ payments would 
place the society and its committee in the 
position of advocating, in many communi- 
ties, higher relative fees than long-estab- 
lished conventions and customs have dic- 
tated, and of exposing the local practitioners 
to invidious comparison with the doctors in 
hospitals and clinics who donate their serv- 
ices without monetary compensation. Such 
a position would endanger the local medical 
profession’s relations with the community, 
would engender dissatisfaction among the 
hospital and clinic men, and would reflect 
generally upon the local and state medical 
societies and the whole profession. 

Other factors were considered: the great 
distances some doctors had to travel to reach 
patients in rural and sparsely settled areas, 
in comparison with the doctors in the metro- 
politan areas; the amount and costs of medi- 
cines dispensed on a visit; the obvious fact 
that no state-wide fee policy could possibly 
work without adjustments so numerous it 
would be impractical to devise one that 
could reconcile all the factors involved. 

The department’s position was this: un- 
der the law, it is responsible for fixing a 
schedule of maximum reimbursable charges 
for services and supplies beyond which the 
state cannot reimburse the localities, and 
it is limited by the funds appropriated by 
the state. However, the local communities, 
in cooperation with the local medical socie- 
ties, can fix their own fees, and make any 
adjustments necessary to secure maximum 
reimbursement. In other words, the local 
communities can determine their own rates 
of payment, just as they determine the kind 
of medical program they desire. Then 
again, the locality can pay its physician 
whatever it wishes, if it is willing to forego 
state participation on the amount above the 
reimbursable limit. 


EMPHASIS ON QUALITY OF CARE 


ie GREAT features of the plan are 
stressed by its sponsors. One is the em- 
phasis placed on the quality of care given. 
The emphasis is not merely confined to the 
written statement of the objectives of the 
plan. It is part and parcel of the adminis- 
trative procedures, and it is an important, 
continuing assignment delegated to the chief 
medical officer of the state department and 
his staff. 

Quality of medical care is attained in sev- 
eral ways. The local welfare commissioner 
is impressed with the need for high stand- 
ards of medical care, is given illustrations 
of the results of inadequate, low-grade, 
medical services, is shown the high cost of 
ineffective medical procedures. There is 
also an appeal to his community pride. The 
useful role and great responsibility that are 
his in the medical plan are made clear to 
him. 

He is encouraged to use his local medical 
society committee to advise him about the 
type of plan to select and to recommend to 
him the best medical men in the community 
for the medical director’s post. He is urged 
to realize the importance of selecting for 
medical director a man who has standing 
with the society, the local medical profes- 
sion, and the community, and the all-impor- 
tant responsibility of selecting a panel of 
physicians upon the recommendation of the 
medical society, if such a type of program 
is chosen. Selection of personnel is prelim- 
inary and basic to assurance of high-grade 
medical care. 

Local medical societies are encouraged 
by the state society and the department to 
work closely with the local commissioner 
when the plan is being considered for 
adoption, to see local government officials 
and to interpret the need for the best pos- 
sible kind of care, to appear before city 
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councils and local boards of supervisors at 
public hearings, and state and define the 
local medical profession’s recommenda- 
tions. 

When a plan is adopted by a com- 
munity, the state department works closely 
with the local welfare department and the 
medical director to see that it gets off to a 
sound start, to give whatever guidance is 
requested, to stay with the plan until it 
stands on its own, to assist in straightening 
out any early difficulties that may arise ad- 
ministratively or in the relations between 
the local welfare department and the local 
medical society. (The State Medical So- 
ciety has had to be called in on occasion 
and, through its patient efforts, difficult 
differences were straightened out.) 

The Chief Medical Officer of the State 
Department of Social Welfare then comes 
into the working plan and seeks to test the 
quality of medical care as well as the quan- 
tity, efficiency, and economy of services 
rendered. Testing the quality of medical 
care, the sponsors readily admit, is less than 
an exact science, but there are several sound 
approaches to the task and these are used. 
Medical case records are consulted, diag- 
noses ascertained, kinds and number of 
treatments and care given are considered, 
follow-up treatments are evaluated. Cases 
and treatments are discussed with the medi- 
cal director of the program, with the panel 
physicians who treated the cases, with the 
local medical society’s medical relief com- 
mittee members, with hospital staff mem- 
bers, and others. A complete record of a 
case is assembled, studied, analyzed, the 
patient seen if necessary. Thus, to the ex- 
tent possible, the standard of medical care 
is evaluated, and this process—a part of 
administrative procedure and regularly re- 
ported upon—focuses the attention of those 
engaged in the work upon quality as well 
as quantity and efficiency of services. 


EDUCATIONAL BENEFITS 


J ia SECOND great feature of the medical 
plan, the sponsors believe, is its educa- 
tional value, its tendency to promote public 
interest in health, medicine, and the role of 
the physician in the community. Placing 
responsibility upon the local community for 
selection of the type of medical-care pro- 
gram it is to provide brings the issue to 
public attention through the necessity for 
the local government officials to vote upon 
the question. The whole matter of public 
medical services is thus brought forward 
and more often than not reviewed in public 
meetings, discussions, and in the press. The 
local medical profession, like other seg- 
ments of the population, has an opportunity 
to express its views, to interpret its objec- 
tives and objections, to press its recom- 
mendations, and to expose fallacious 
proposals. 

More than that, allied and related health 
services are likewise publicly reviewed and 
discussed; public welfare officials, public 
health officials, private medical agency ex- 


-ecutives, and other elements of the com- 


munity participate in the discussion. 

Since the plan calls for encouragement 
of the appointment of local medical society 
committees to advise the welfare commis- 
sioner and his medical director, and makes 
the appointment of a medical director or 
medical consultant mandatory, the medical 
profession is given a real part in the pro- 
gram, an official as well as a professional 
interest, and thus places the profession in an 
advantageous position. 

In addition, bringing together all of the 
public and private medical interests of the 
community engenders constructive exchange 
of viewpoints, promotes understanding of 
individual ‘responsibilities, functions, and 
objectives, tends to promote coordination 
and cooperation, and helps to eradicate 
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many of the misunderstandings and fears 
that the different groups may have held for 
each other. 

In summary, such modifications as were 
made by the welfare commissioners and the 
medical men were not sacrifice of principles 
but reasonable subordination of special in- 
terests to the greater good and greater 
claims of the public interest, a truly demo- 
cratic performance that left the medical 
profession free to continue its fight for such 
standards and conventions as it feels must 
some day be accepted by a better informed 
public. The welfare officials maintained 
their right to administer their programs, 
and the medical profession gained the right 
to guide the medical aspects of the 
programs. 

From its long experience in dealing with 
localities and local government, the depart- 
ment believes in doing everything possible 
to help spread a better understanding of 
medical and social needs by practical dem- 
onstrations. It believes that progress and 
development of medical and social pro- 
grams cannot be achieved by imposing state 
government philosophy or regulations, but 
rather by a patient, cooperative, relation- 
ship which will in time become fruitful in 
encouraging the community to advance 
through increasing levels of social con- 
science and thinking. 

The advantages and results of the local 
medical-care plans have been so numerous 
that even if the number of problems and 
the minority of critics were much larger 
than they are, the local plans would still be 
outstanding examples of successful partner- 
ship of government and private medicine in 
the important task of providing needed 
medical services to persons who have no 


means of providing such care for them- 
selves. 

The enthusiasm of the sponsors, the new 
medical directors, the welfare commission- 
ers, and the local medical society committee 
members, in getting their communities to 
adopt an effective local medical-care plan 
augurs well for the public good. The great 
human desire to build, to do good, is the 
powerful drive behind this movement, the 
spirit and the force that gives it momentum 
and keeps it rolling. 

This local medical-care program has 
rapidly changed the whole pattern of public 
medical care in the social welfare field in 
the state, supplanting archaic practices and 
systems, coordinating local public and pri- 
vate medical facilities into a coherent com- 
munity program, placing a medical man in 
charge of the medical aspects of the pro- 
gram, setting up diagnostic and fiscal rec- 
ords, building a whole new approach to 
public medical care, and establishing new 
forms of medical service which may influ- 
ence government-physician relationships 
and public health movements for decades 
to come. 

Said the New York State Journal of 
Medicine editorially: “. . . here in the State 
of New York the public medical-care pro- 
gram laid down by practical, hard-headed 
representatives of the Medical Society of 
the State of New York and the State Depart- 
ment of Social Welfare in some respects 
right now goes farther than the projected 
medical service plans of either Sir William 
Beveridge or the Australian Labor Govern- 
ment. . . . We recommend to all who are 
interested in the medical care aspects of 
social security the method of procedure 
followed in the State of New York. .. .” 














RELATING THE CASE SUPERVISURS JOB 
TU THAT OF THE COUNTY DIRECTOR 


by ANNA A. CASSATT, Supervisor of Staff Development 
North Carolina State Department of Public Welfare 





AST YEAR the county superintendents of 
|, public welfare and their case super- 
visors were invited by the North Caro- 
lina State Department of Public Welfare 
to meet with the director of field service and 
the supervisor of staff developments at two 
points in the state to discuss and relate the 
area of responsibility of the county super- 
intendent to that of the case supervisor. 
Superintendents of those counties whose 
staffs are large enough to justify the em- 
ployment of a case supervisor were invited, 
as were the superintendents of counties 
whose case load implied that such a staff 
might be needed in the near future. The 
county departments had just received stand- 
ards for the jobs of public welfare adminis- 
tration, case supervision, and social case 
work in public welfare, which had been de- 
veloped cooperatively by the state and 
county staffs, and the standards for admin- 
istration and supervision were to be used as 
a basis for this study. 

It should be pointed out that there is a 
wide difference in the duties included in the 
job of the county superintendent due to the 
size of the various counties. There are ten 
or twelve larger counties in which the super- 
intendent is the administrator only and does 
no case supervision nor does he carry a case 
load. The organization of the work, inter- 
pretation to the community, administrative 
supervision of the agency, and other duties 
which the community calls upon the super- 
intendent to perform, demand his full time. 


In these counties there are one or more case 
supervisors. However, in the eighty-eight 
or ninety remaining counties, the superin- 
tendent is not only the administrator but 
also the case supervisor and therefore must 
build up his skills in these two job areas. 
Again, in from thirty-five to forty of the 
one-hundred counties, the superintendent 
is not only the administrator and the case 
supervisor, but also must carry a case load 
which means that he will be functioning in 
three areas with peculiar skills for him to 
master. In these smaller counties, espe- 
cially since staff turnover has been so acute, 
there are a few superintendents who with 
their stenographers and clerks are the ad- 
ministrators, the case supervisors, and, in 


- fact, the whole professional staff. Thus we 
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see a wide area of difference in the respon- 
sibilities of the county superintendents and 
a logical reason for differences in practice. 


DEVELOPMENT OF Jos STANDARDS 


| pee PROBLEMS relating to the job 
of the superintendent as it dovetails 
with that of the case supervisor were not 
apparent in those counties where the super- 
intendent does the case supervision, but in 
the ten or twelve counties having case super- 
visors and other counties whose staffs either 
are large enough to call for a case super- 
visor or whose case load indicates that such 
a staff is necessary, it became increasingly 
desirable to analyze these as well as other 
job areas within the county welfare depart- 
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ments. This had become apparent before 
the merit system came into being and it 
was not difficult to secure the cooperation 
of the state and county staffs when it was 
proposed to develop job standards. No time 
will be given here to the description of how 
these standards were developed, but when 
the standard for public welfare administra- 
tion and that for case supervision in public 
welfare emerged, plans were made to study 
and digest the content of the standards. 
Public welfare practice, as is the case 
with other kinds of employment, shows the 
tendency of a person to emphasize those 
aspects of the work which appeal to him as 
most important, most interesting, and which 
he can do best. While high standards in 
terms of education, experience, and train- 
ing have existed as a basis for the selection 
of welfare staffs, there was no standard set- 
ting forth these jobs in detail. It could not 
be clear to those selecting personnel as to 
exactly what personality traits and gifts 
should be sought in making the selections 
for these different jobs, and thus the person 
appointed has not always fitted the par- 
ticular responsibility. Some superintend- 
ents have found it easier to do the organiza- 
tion and administrative aspects of the job; 
some with staffs large enough to warrant the 
employment of a case supervisor have 
found that they themselves prefer case 
supervision to the organization and inter- 
pretative aspects of the work; and in one 
or two counties the superintendent prefers 
working with the case load. It is but natural 
that in these instances a part of the admin- 
istrative work would be delegated to the 
staff with the superintendent working in 
other areas. If a case supervisor is required 
to make the community contacts, attend 
meetings, make speeches, work on com- 
munity projects, and take the responsibility 
for interpreting the program, she is limited 
in the amount of time she has to devote to 


case supervision. In these situations it is 
not to be expected that the superintendent 
could find time to follow through on all of 
the record reading and study required to 
make sure that the work of the professional 
staff was up to date in all its ramifications. 
Thus, when the case supervisor is drawn 
into the superintendent’s area of responsi- 
bility it is a probability that some of the 
case supervisor’s responsibilities will be 
left undone. 

If too much of the superintendent’s time 
is taken up with clients in the larger coun- 
ties where the interpretative job is greater 
because of greater opportunities, then the 
usefulness of the program to the community 
is impaired, because the community does 
not understand the many ways in which 
the public welfare agency can serve it. Dif- 
ferences in community understanding and 
cooperation frequently relate directly to the 
superintendent’s skill in interpreting the 
program or his recognition of the impor- 
tance of constant and effective interpreta- 
tion. This aspect of the work is so time- 
consuming that it becomes quite evident, 
when a superintendent is assuming any of 
the case supervisor’s responsibility, that 
some area of the superintendent’s work is 
being neglected. : 


Basic DisTINCTIONS 


TT EXPLORATION of the two jobs by a 
study of the standards set up for admin- 
istration and case supervision pointed out 
that they are never parallel, that the admin- 
istrative job is the over-all one and that the 
case supervisor’s work is under the superin- 
tendent’s administrative supervision with 
the case supervisor responsible to the ad- 
ministrator and with the administrator del- 
egating to her responsibility for a certain 
area of work. The case supervisor is re- 
sponsible for the work of the professional 
staff under her supervision, with this unit 








eS are 

















CASE SUPERVISOR’S JOB 55 


working by a plan which fits into the over-all 
system of work of the county department. 
Planning done by the case supervisor is for 
her own work and for the work of the unit 
she is supervising. She is responsible for 
seeing that each worker under her super- 
vision has a system of work for himself 
and is able not only to make plans but to 
follow them as guides. Responsibility for 
the quality of service given the client is in 
the case supervisor’s area. Supervision is 
defined as being directed toward improving 
the service given the client and increasing 
the worker’s skill through fostering his con- 
. stant growth. The superintendent is made 
responsible for the over-all system of work 
and for insuring through the staff an in- 
creasingly effective total job. 

Records are to be studied by the case 
supervisor to evaluate the quality of work 
being done, to analyze the reasons for re- 
ferral, acceptance or rejection, to ascertain 
the accuracy of recorded material, to evalu- 
ate the basis for the choice of facts, to dis- 
cover cases to be closed, to evaluate the 
effectiveness of treatment, to study every 
aspect of the job through the record and 
make it the basis for conferences with case 
workers. The standard does not make the 
superintendent directly responsible for the 
quality or quantity of work done with the 
client for this is defined as the case super- 
visor’s responsibility with the superintend- 
ent holding her to this. It shows that the 
case supervisor acquires a picture of the 
work of each member of the professional 
staff under her supervision through records, 
study, and observation of his work habits, 
his ability to organize and his output, of 
attitudes, of problems which come out in 
conferences, of over-emphasis or avoidance 
of certain aspects of the work and of com- 
munity reactions to his performance. It 
reveals further that the superintendent will 
have a more general and less detailed pic- 


ture of the work of each staff member and 
will be compelled to depend to a large de- 
gree on the case supervisor for staff evalua- 
tion. The case supervisor is made the per- 
son to be responsible for following through 
on each worker’s performance in such a 
way as to make sure that the work of the 
agency is being done in a competent man- 
ner, without destroying the worker’s initia- 
tive or impairing his growth. It is only in 
unusual circumstances that the superintend- 
ent is called upon to perform this function 
in counties where there is a case supervisor. 
Responsibility for written material in ref- 
erence to cases other than case histories 
would also belong with the case supervisor, 
with the superintendent having a careful 
oversight and, where desired, with cor- 
respondence going out over the superintend- 
ent’s signature. The case supervisor would 
take the responsibility for the organization 
and selection of material in letters, sum- 
maries, monthly reports, and in cases to be 
presented to welfare boards. 

The standards make the interpretation of 
agency policies to the staff a partnership 


_affair, with the superintendent and case 


supervisor having worked through the ma- 
terial coming to the agency from state and 
federal agencies. When complete under- 
standing of policies is attained, these can 
be discussed in staff meetings by the county 
superintendent. However it is up to the case 
supervisor to make sure that each case 
worker understands the policies and: pro- 
cedures and agency’s functions, and is giving 
a uniform service to the clients in the county. 


StaFF DEVELOPMENT 


spam RELATIONSHIP of the superintendent 
to staff development is defined in terms 
of his concern for the professional growth 
of the staff and the increased efficiency of 
the department. As head of the department, 
he himself is constantly improving his own 
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work. He provides opportunities for staff 
development, such as office staff meetings, 
and encourages growth through organizing 
an office library of professional books and 
magazines and by arranging for receiving 
books through county libraries, through 
making it possible for staff members to at- 
tend conferences and institutes, and where 
possible through educational leaves of ab- 
sence. In other words, the superintendent 
fosters, encourages, and makes possible 
staff development plans. The case super- 
visor is found to be immediately responsi- 
ble for staff development. She must provide 
leadership which will challenge and en- 
courage the workers. She must keep abreast 
of the times in the case work field through 
the study of current books and magazines 
and be able to select and present new ideas 
in such a manner as to increase the desire 
of workers for finding and using improved 
methods of work and for professional 
knowledge. 

The standard for case supervision em- 
phasized that the case supervisor has the 
following responsibilities to the county 
superintendent: to accept his leadership as 
executive director of the department; to re- 
port to him at frequent intervals on all 
aspects of the work; to bring to his attention 
all acute problems and situations in which 
the supervisor and case workers need his 
supervision and direction (or which he 
should be aware of) ; to bring to his atten- 
tion staff problems, agency-client problems, 
client-community problems, problems of 
organization, procedure, policies, which 
arise within the total job responsibility; 
and, as requested, to help in formulating 
agency policies. 

Under present pressures, where all staff 
members are being drawn upon by the com- 
munity for war service of one kind or an- 
other, one question in the minds of the 
group was how much responsibility a staff 


could take during work hours. The group 
agreed that the time of any staff member 
during work hours belongs to the agency 
and that since the superintendent is the ad- 
ministrative head, it is his responsibility to 
make the decision as to when any of the 
staff member’s time would be used for a 
purpose other than the defined duties of the 
job which had been assigned to the staff 
member. It was pointed up that the super- 
intendent would from time to time want to 
call upon members of his staff to interpret 
the program to the community. These would 
be definite assignments, such as talking to a 
PTA group concerning child welfare serv- 
ices, or explaining OAA or ADC to a club 
or church group. Occasionally a case 
worker might be asked to contact a mem- 
ber of her own community to discuss some 
aspects of a client situation where questions 
were being raised. 

At this point in the discussion there was 
some elaboration on the supervisory job. 
It was shown that the case supervisor does 
not have the position of being the agency’s 
front and of making the community con- 
tacts or having contacts with representatives 
from state departments and federal agencies 
excepting as these relate specifically to her 
work, for these are lines of responsibility 
which come to the county department 
through the superintendent’s job area. Nor 
does she have the satisfaction of working 
directly with the client, with the correspond- 
ing personal contacts and the pleasure of 
now and then seeing a situation right itself 
and an individual go forward in his devel- 
opment. It was shown that she must get her 
satisfactions in her work by helping the case 
worker grow on the job and by seeing the 
client receive an increasingly effective 
service. 

In the area of personnel, the standard 
shows the case supervisor to have a major 
responsibility for she, more than the supe:- 
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intendent, is in a position to know whether 
or not personnel policies are working, 
whether office hours are being observed, 
vacation and sick leave properly accounted 
for, whether the ethics of the job are being 
seriously regarded in the office and in the 
community, how the office clicks, the case 
worker’s attitudes toward clients, and all of 
the inner workings of the job of which the 
case supervisor has the close-up view. 


IMPORTANCE OF MuTuAL RESPECT 


- THE observance of lines of authority, it 
is made clear in the superintendent’s 
standards of work that while the case super- 
visor must accept the superintendent as the 
administrative head of the department and 
follow lines of authority, the county super- 
intendent is also asked to respect and value 
the work of the case supervisor and not in- 
ject himself into it by going over her head 
directly to the case worker except when 
necessary in the absence of the supervisor. 
The county superintendent should not as- 
sign cases, but should leave this to the case 
supervisor. It was made clear that since 
the county superintendent is the executive 
head of the agency and is responsible for 
the total job, he has the privilege and re- 
sponsibility of taking soundings of the work 
being done in any area, including that of 
the case supervisor and the case worker. It 
would be presumed, however, that the super- 


intendent would cooperate with the case 
supervisor in making such studies. 

One interesting situation was brought out 
in these meetings where the community has 
been calling upon the case worker, rather 
than the superintendent, after office hours to 
interpret the agency’s function and discuss 
its problems. After much thought the group 
were still of the opinion that whether the 
interpretation is done during the agency 
work hours or otherwise it is still the func- 
tion of the superintendent, and lies within 
his area of responsibility. If a case worker 
or case supervisor is being called upon to 
do this aspect of the work, it would be in- 
cumbent on her to refer the matter to the 
superintendent. He in turn could delegate 
this responsibility to her if he thought it 
wise. If this were not done, a competitive 
situation would develop in which there 
would be growing distrust between the 
superintendent and a member of his staff. 
This could go on to the point where there 
would be a split in the community and an- 
tagonisms develop. If the case supervisor 
or case worker should be a more dynamic 


speaker than the county superintendent, 


there might be even greater potentialities 
for danger and it might be better to sacri- 
fice some of the effectiveness of the interpre- 
tation of the program to having the com- 
munity torn in the confusion which grows 
out of dual leadership. 








CONSTRUCTIVE RELATIONSHIPS BETWEEN 
PUBLIC AND PRIVATE WELFARE AGENCIES" 


by CORA M. ROWZEE, Southeastern Area Representative 


Family Welfare Association of America 





LTHOUGH I am going to approach the 
A topic of constructive relationships be- 


tween public and private agencies 
from the point of view of the private family 
welfare field, which is the field I know best, 
I hope that what I shall say will apply in 
principle to the whole area of social case 
work agencies under private auspices and 
their relationship to other social agencies 
supported by government. While our con- 
cern is with the present and how we go 
along together from here in our relative 
roles in a cooperative community program, 
I believe it would help us to look back for 
just a moment at some of the statements of 
principles which have been made by the 
private family field as these apply now to 
the relationship of the two fields—public 
and private. As I went through material in 
preparation for this discussion I became 
newly aware that the Family Welfare As- 
sociation of America’s interest in, and con- 
cern for, an adequate public welfare service 
went back a good many years. For ex- 
ample, in 1927 our Committee on Future 
Program gave a good deal of time to the 
community aspects of the relief problem 
and, recognizing then that the assumption 
of a large part of the relief burden by gov- 
ernment was inevitable over the country, 
made the following statement: 
“We should make sure that public relief 





*This paper was presented at the 1943 Southeastern 
Regional Conference of the American Public Welfare 
Association at Asheville, North Carolina. 
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is not used as a substitute for the develop- 
ment of individual capacity and initiative, 
but that it is accompanied by social services 
which may vary according to the situation. 
These social services may not always in- 
clude social case work, but they should pro- 
vide methods of offering social case work 
treatment to such individuals as need and 
deserve it. Similarly we must guard against 
the use of relief in its community aspects 
as a mere palliative for social and economic 
ills. The greatest danger in any relief pro- 
gram is that it may be positively accepted 
as a substitute for those more fundamental 
remedial measures which alone can affect 
the causes of distress.” 
) tons was in 1927 and as the years follow- 
ing moved rapidly toward the great un- 
employment period of the early thirties, 
the Family Welfare Association of Amer- 
ica, through its member agencies, its com- 
mittees, and its board of directors, continued 
to give expression to what was considered 
fundamentally sound in the developing 
public assistance field, and urged upon 
boards and staffs of local member agencies 
the fullest cooperation in promoting the 
new public program. I remember such 
statements, at that time, as “public and 
private agencies have a common stake be- 
cause both serve people who are in trou- 
ble,” “a strong public agency in a com- 
munity will add strength to the local private 
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agencies,” and “public and private agen- 
cies, working with families, have a basic 
purpose—the strengthening and the preser- 
vation of the home and the family.” 

In the local communities, before public 
welfare departments became established as 
they are today, board members of the pri- 
vate agencies served on the local public wel- 
fare committees and boards to lend what 
they could of their experience to the build- 
ing of strong, adequate public agencies. 
Likewise executives, supervisors, and staff 
members of the private agencies took leaves 
of absence or resigned outright from their 
jobs to work in the new public agencies. 

As one of those who had a part in that 
earlier public assistance development, I can 
say for myself and, I believe, for many of 
my co-workers of that period who felt as I 
did, that even when human suffering and 
despair loomed larger than anything else 
on the horizon of the depression, we did 
not lose sight of the importance of holding 
to social case work principles in granting 
relief, namely, the importance of the indi- 
vidual and his right to self expression, and 
that principle, we know, has become basic 
in the philosophy of public assistance today. 

The private family field has followed 
more closely the developments in public 
welfare than many people in the public 
field, perhaps, realize. Leadership in sup- 
port of many public services has been given 
on the local level—state and county—and 
on the national level. Looking back again 
to some twelve years ago the general direc- 
tor of F.W.A.A. reported to the Association 
Board on the cooperation between many 
private national agencies and the Presi- 
dent’s Organization on Unemployment Re- 
lief. At least once a year since that time 
the association board at its meeting has 
heard reports and taken some type of ac- 
tion on almost every phase of the public 
service program. A few of these were: 


The reiteration of the principle laid down 
by the F.E.R.A., that public funds should be 
handled by governmental agencies and pri- 
vate funds by private agencies. 

The recommendation that Congress “ap- 
propriate a sum for grants in aid to the 
states for general public assistance with 
proper safeguards.” 

And as recently as 1941, the reaffirma- 
tion of a statement made in 1940 relative 
to the “coordination of Federal, State, and 
Local Public Assistance” for the relief of a 
crisis which was being faced by some states 
and which was threatening in others. The 
uncertain plight of a large group of needy 
people throughout the country, who did not 
fall into one of the special categories under 
the Social Security Board, was emphasized. 
Our board set forth that “these people have 
an equal claim upon public resources and 
their needs are no less great than those 
falling under Social Security provision.” 


EXAMPLES OF COOPERATION 


‘te CONCERN today is with what is hap- 
pening to people in the local com- 
munities. We are considering together this 


morning how the public agencies and the 


private agencies can, cooperatively, give 
the best possible service to people. The 
“constructive” relationship is what all of 
us see as essential, otherwise the community 
program will suffer a loss. Although in 
some communities public-private agency 
relationships are in a growing stage, in a 
great many communities the relationship 
between the two is of the most positive and 
constructive kind. From my own experience 
I should like to describe briefly a few of 
these which I believe are illustrative of our 
common concern for what is happening to 
people. 

1. Ina not too previous crisis in a large 
city’s public welfare program, when it be- 
came evident that a new political regime 
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was unsympathetic with the high standard 
of practice in the public agency, it was the 
private agencies together—council of social 
agencies, family, children and others— 
which went “all out” to prevent such a 
tragedy and it was prevented. 

2. In one of our large cities a good 
many cases are carried cooperatively by the 
two agencies. Recently there was an evalua- 
tion made of these cases with findings so 
significantly challenging as to warrant a 
joint committee of the two boards and two 
staffs being set up to consider not only the 
contents of this report but what it indicated 
in the future working relationship. In the 
past I can recall instances when board mem- 
bers of the two agencies came together 
around some community or administrative 
problem. Now we see representatives of 
both boards and both staffs coming together 
in the interest of the individual client. 

3. Last year the county welfare depart- 
ment and the family society in one com- 
munity held a joint annual meeting. The 
chief speaker was the Director of the State 
Department of Welfare. Emphasis was 
upon the common purpose, the inter-de- 
pendency of public and private services. 

4. In a middle-sized industrial city 
where, until a few years ago, the private 
agency administered the relief funds for 
the city government, the case supervisor of 
the family service agency spends an after- 
noon each week at the office of the public 
agency. Apparently a sort of staff meeting 
takes place. The workers in the public 
agency have one or two cases to discuss and 
the private agency supervisor may have one 
or more. Together they go over material in 
the records, face frankly any question of 
misunderstanding, and together arrive at 
next steps in dealing with the case situa- 
tions. Sometimes there is to be a coopera- 
tive arrangement, sometimes one agency or 
the other takes over the case. The value of 


such an informal conference is said to have 
furthered a mutual respect and confidence. 

5. The conference idea is used in other 
ways. One small private agency meets reg- 
ularly with the much larger public agency 
to discuss all the private agency’s new ap- 
plications in which financial assistance was 
either requested or needed. Although many 
such applications were not eligible for pub- 
lic relief, these, too, were discussed in the 
joint conference. This gave the public 
agency a better picture of the total relief 
need and the causal factors prompting each 
application. 

In a large city the welfare department 
is a member of a group which calls itself 
a Committee on Intake for the Family 
Agencies. All of the others are private 
agencies. In this committee only certain 
types of situations are considered—the 
complicated kind which may be known to 
several agencies or which seem to be in- 
eligible to the services of any one. 

6. Private agencies have given support 
to local public programs by working for 
restoration of budget cuts, for more ade- 
quate relief grants and for changes in pol- 
icies which affect clients adversely, as well 
as for protection of standards. 

In one county the local officials had not 
recommended an appropriation for general 
assistance. The private agency had a very 
small budget, not a “drop in the bucket” 
in meeting the need. Through its board of 
directors whose members had contacts in 
the county and state, a public grant for the 
county was urged and secured. The local 
board of public welfare felt it could not act 
alone but with the support of a large group 
of informed citizens it was encouraged to 
speak in behalf of clients. 

In a large city the relief “ceilings” which 
had been written into local public assistance 
policies at the insistence of local officials 
had proved a serious handicap in helping 





ST aes 














SS ae 





CONSTRUCTIVE RELATIONSHIPS 61 


large families. The public welfare board 
had urged removal of ceilings without suc- 
cess. In this community many cases are 
carried cooperatively by public and private 
agencies and in this way the board of the 
family society became aware of the public 
relief situation. Members of that board 
went to work with those responsible. I was 
told recently that the ceilings have been 
removed and relief is now given on the 
basis of need at least insofar as public 
agency money will stretch. 

7. On the community side, in civilian 
defense and in relating services to needs 
growing out of the war, I could tell you of 
a great many instances in which the public 
agencies and the private agencies are work- 
ing shoulder to shoulder in joint effort to 
give service where service is needed. 


CHANGING FUNCTION 


| omg MANY family and children’s agen- 
cies, private and public, are extending 
their services to meet wartime needs. Our 
concern is with what is happening to people 
and we see many negative effects upon indi- 
vidual and family life. There seem to be 
so many effects that are negative that we 
almost lose sight of anything at all that is 
positive. I refer to a few simple facts, 
namely, that for the first time in more than 
ten years we have a whole nation at work, 
or with work available. Unemployment is 
decreasing to the vanishing point with a cor- 
responding decrease in relief needs. Na- 
tional income, I understand, is nearly 
tripled over its low point of the last ten 
years and this is so distributed that millions 
of families for the first time can afford 
enough food, clothing, and other essentials. 
With such developments in a nation at work 
and in spite of political and social conflicts 
there is a unity in our national effort and a 
hopeful look toward the future which offset 
to some extent the more negative effects of 


the war effort upon family life which we 
know must accompany the large scale up- 
rooting and shifting of so much of the 
population. 

In this conference there has been mention 
of family disorganization which comes 
from separation, from hasty marriages, 
from tensions due to present day uncer- 
tainty and to upheaval in living. 

We have spoken of the problems of youth 
and the effects of the interruption of educa- 
tion, new or suddenly increased earnings, 
the new emotional strains and temptations 
which are often resulting in delinquency 
and sexual promiscuity. 

We have discussed the industrial changes 
which involve vocational readjustment for 
millions of men and women. There is in- 
herent in these changes the insecurity as to 
permanence of employment for women as 
well as for men. 

We are aware that families continue to 
have financial problems in spite of in- 
creased earnings. Many families feel the 
effects of the increased cost of living, the 
new taxes, forced savings for bonds, ration- 
ing, and so on. 

Most of us are aware of what it means to 
live in one of the new or suddenly expanded 
communities, many of which present par- 
ticularly serious problems because local 
services and facilities have not kept pace 
with new needs and many troubled people 
do not know whether or when to turn for 
help. The total range of need in such com- 
munities is a matter of concern to the fam- 
ily field, both private and public. 

Perhaps one of the most important of 
F.W.A.A.’s public relationships is the one 
developing in the Advisory Committee on 
Social Welfare under Mr. Charles Taft* 
of the Office of Community War Services 
(formerly the O.D.H.W.S.), the federal 


*Mr. Taft has since been succeeded by Mr. Mark 
McCloskey.—Ed. 
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agency which has been acting on behalf of a 
total service program for communities af- 
fected by the war. The president of the 
board of F.W.A.A. is chairman of this com- 
mittee and our general director is a mem- 
ber. The dozen members meet monthly in 
Washington to advise informally with Mr. 
Taft upon welfare activities within the juris- 
diction of his office. 

Time does not permit more than a men- 
tion of this relationship between public and 
private on the national level. Neither has 
there been time to do more than highlight 
what has been developing in our relation- 
ship over the years. 


Burtpinc Mutua CoNFIDENCE 


’ CONCLUSION I should like to say that the 

relationship between public agencies and 
private agencies, along with the transition 
in function and community responsibility, 
should be regarded, perhaps, in terms of 
what takes place in the growth process. We 
see a new service or a new variation of an 
old service come into being. Whether this 
be publicly or privately supported, grad- 
ually and through demonstration, the serv- 
ice and the philosophy behind it are 
accepted by those who support and those 
who use them. 

Relationships between agencies do not 
just happen. They develop through partner- 
ship which has as its objective an over-all 
community program which is good. In the 
process of building relationships there must 
be continuous interplay and a mutual 
confidence. 

The steps in achieving interplay and con- 
fidence of one agency in another seem too 
trite, too elementary, to mention, and yet 


to all of us they are fundamental. 

One is up-to-date knowledge of the 
other’s field of work. Private agency people 
need to know what is developing in public 
welfare and public agency people need to 
know what is taking place in the private 
agency field. So often criticism could be 
avoided if there were adequate knowledge 
on both sides. 

Another is an acceptance of responsibil- 
ity by both public and private agencies for 
open-mindedness toward the other’s pro- 
gram which will not permit barriers to 
spring up because of differences in point 
of view. 

Still another step in building a relation- 
ship might well be a clear understanding 
that equality of standards does not mean 
identity of standards. There is no funda- 
mental reason why standards should not 
be equally high since in each agency they 
should be based upon the purpose and the 
method adopted by the particular agency. 

Yet another, and this comes through 
acquired knowledge and a concept which 
gets into our muscles, is a recognition of 
the contribution which the public field has 
made and is making with an equal aware- 
ness of the contribution which the private 
field has made over the years. Uniformity 
of service is what we do not want. We do 
want unity of purpose and a going-along 
together. Today there is need for protection 
of standards in the family and children’s 
fields—public and private. Together we 
have an obligation for giving service of 
good quality, for recruiting and for training 
new people to come into our fields, and to 
see that the gains already made, public and 
private, are maintained. 


Epitor’s Note: In the March issue of PusLic WELFARE, we shall 
present a companion piece, “Public-Private Cooperative Relation- 
ships,” by Miss Louise Diecks, Acting Director of the Louisville 
Department of Public Welfare, in which specific relationships in 


one city are considered. 

















COUNCIL NOTES 


Developments of particular interest to members of the National 
Council of State Public Assistance and Welfare Administrators 
and the National Council of Local Public Welfare Administrators. 





LEGISLATIVE CODIFICATION 


HE SociaL Welfare Committee of the City 

Club of Chicago has recently issued a report 
calling for the codification of Illinois public wel- 
fare laws in order to avoid duplications of effort 
and overlapping, the repeal of obsolete laws, 
and the enactment of legislation “to meet chang- 
ing social and economic trends in a constructive 
manner wherever there are gaps in the present 
laws.” 

In a manner representative of the best in citi- 
zen participation in public welfare planning, the 
Committee points to the existing problems, dupli- 
cations, and inconsistencies: four or more unin- 
tegrated laws in the child welfare field; different 
standards of aid offered by different agencies, 
sometimes to members of the same needy family; 
the shifting of responsibility for care of an indi- 
vidual from one public agency to another as the 
individual’s age or other conditions affect his 
eligibility; the inadequacy of old-age assistance 
grants in those cases where nursing home care 
is needed, as a result of the present statutory 
ceilings on grants, etc. The list is long and 
disturbing. 

The Committee does not itself propose an 
answer; it recommends that the Governor be 
asked to appoint a committee to formulate a 
unified welfare program and restatement of the 
law for submission to the next General Assembly. 
The activity of this Committee might well serve 
to stimulate similar action in other states. 


CONSERVATION IN THE HOME 


HE Cuicaco Welfare Administration has dis- 
Teena to its clients two simple leaflets, “Vic- 
tory in Your Closet,” and “Your Stove On the 
Home Front.” The first of these contains several 
helpful hints on the conservation of clothing, 
while the latter is concerned chiefly with the 
saving of fuel. The leaflets are commendable for 
at least three reasons: they are interestingly 
written and probably contain as many helpful 


hints for agency administrators and staffs as for 
agency clients, they are designed so as to give 
assistance recipients a real sense of participation 
in the war effort through conservation, and they 
suggest techniques which should enable clients to 
get the most out of their available resources. 
N.C.S.W. Notes 

URING THE National Conference of Social 
) Work, which will be held in Cleveland, Ohio, 
May 21-27, the Hotel Cleveland will serve as 
headquarters of the American Public Welfare 
Association. APWA members: who wish to have 
accommodations in our headquarters hotel 
should make reservations as early as possible. 

In the January issue of Pustic WELFARE we 
noted that Mr. Benjamin Glassberg was chair- 
man of Section V, Public Welfare Administra- 
tion. We have since been informed that Mr. 
Glassberg has resigned the chairmanship, and 
Miss Phyllis Osborn, Regional Public Assistance 
Representative of the Social Security Board in 


‘Kansas City, Missouri, is serving in that capacity. 


Cost or Livinc CHANGES 


HE OcToBER 1943 issue of the Monthly Labor 

Review contained information on cost of liv- 
ing changes which will be of considerable inter- 
est to agencies administering public assistance. 
It is noted that in the period from August 15, 
1939, to August 15, 1943, the cost of living in 
large cities increased 24.9 per cent. In the year 
preceding August 15, 1943, the average increase 
was 4.9 per cent. 

The family budget devised by the Works 
Progress Administration in 1935 for a four-per- 
son family of an unskilled worker living at the 
maintenance level, has been priced in thirty-three 
large cities as of March 15, 1943. The estimated 
cost of living for this four-person family on the 
maintenance: level ranged from $1479.09 in 
Mobile, Alabama, to $1800.38 in New York City. 

Public assistance agencies may well be inter- 
ested in comparing this range with the provisions 
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of their own assistance budgets. The contrast 
might well be useful in reporting on agency 
activity. 


STATISTICAL REPORTING REVISED 


HE Minnesota Division of Social Welfare 

has recently revised its statistical report cov- 
ering the general assistance program. Recog- 
nizing the practical disappearance of unemploy- 
ment as a primary cause of need, the Division 
saw the need for new definitions if the reports 
were to be meaningful. Accordingly, the pro- 
gram is now reported under the headings “Main- 
tenance Relief,” “Medical Care,” and “Care of 
Children Not Under State Guardianship.” The 
first summary report under the new plan is 
carried in the November 1943 issue of the Di- 
vision’s Social Welfare Review. 

The Division’s statistical staff was also moved 
to make some pertinent comments on the unre- 
liability of “average grant” figures as indices of 
either the level of assistance or cost per case. 
Pointing out that in Minnesota the average grant 
for all general assistance cases had declined 
from $25.68 in February 1940 to $25.26 in April, 
1943, the report points out that the average 
family grant for that period had actually in- 
creased slightly and the average single-person 
grant had increased by more than eighteen per 
cent. The decline in average grant per undiffer- 
entiated case is accounted for by a marked in- 
crease in the proportion of single-person cases 
in the total load. 

Average grants per family case are subject to 
the same type of misinterpretation, since the 
number of persons in the case is not reported. 
Therefore one county with relatively high stand- 
ards of care may show a lower average grant 
than a county with lower standards and a re- 
strictive policy toward the granting of assistance 
to single persons. The county with the greater 
proportion of single-person cases will tend to 
show a lower average grant. Similar distortion 
of statewide average grant statistics results from 
the failure to distinguish between grants in 
urban and rural areas. An increase in the pro- 
portion of rural cases may result in a lower state 
average even though both urban and rural aver- 
ages have increased. 

The new statistical reports therefore carry 
separate reports on average grants per person in 
family cases and average grants per person in 
single cases. Even these figures should be taken 


with a grain of salt, the report points out, since 
the assistance grant rarely represents the total 
resources of a case. 


MANUAL ON INSTITUTIONAL CARE 


HE State Division of Public Institutions in 

Minnesota has recently issued a manual for 
the use of county welfare boards in commend- 
able recognition of the close relationship between 
service programs in the community and institu- 
tional facilities provided by the state. The Divi- 
sion has issued a manual describing not only the 
legal considerations involved in commitment, 
but also the various services available to local 
communities. This particular manual is geared 
to the program of care of the mentally defective 
and epileptic, but it suggests further avenues of 
cooperation between institutional and outdoor 
programs. 


MeEpbIcAL MANUALS 
i APWA Committee on Medical Care is 


currently interested in receiving medical care 
material from public welfare agencies. Letters 
of inquiry have gone to state agencies, but ma- 
terial from local agencies is just as earnestly 
desired. 

The Committee would therefore appreciate 
the receipt of manuals, rules, and regulations of 
medical care programs, as well as copies of cur- 
rent studies or reports on medical service which 
would be suitable for inclusion in the revision 
of the APWA Bibliography on Public Medical 


Service. 


New Councit MEMBERS 


EMBERSHIP IN the National Council of Local 
Public Welfare Administrators is open to 
local directors of pubic welfare who are mem- 
bers of the American Public Welfare Associa- 
tion. Application for enrollment should be 
submitted to the headquarters office for action 
by the Membership Committee of the Council. 
Those local administrators who are members 
of the Association but have not enrolled in the 
Council should do so to be assured of maximum 
service. 

Since the January issue of Pustic WELFARE, 
the following administrators have been enrolled 
as Council members: 

Mrs. Lolita L. Lowry, Hampton, Virginia 

Mrs. Estelle Resweber, Jennings, Louisiana 

Miss Genevieve Smith, Heathsville, Virginia 











Just off the press! 


ORGANIZATION AND ADMINISTRATION 
; OF 
LOCAL PUBLIC WELFARE SERVICES 


by 
Jarle Leirfallom and Major Russell P. Drake 


Readers of Pustic WELFARE will recall that the series of arti- 
cles by Mr. Leirfallom and Major Drake in the June to November 
issues brought them a clear, down-to-earth discussion of the prob- 
lems of the small local agency. Now these articles are available 
in one cover, with approximately 5000 words of new material. 


The chapter headings give promise of a usefulness which the 
material itself fulfills: 


Public Welfare 

Organization of Client Services 

Facilitative Services: Financial Planning and Fiscal Control 
Facilitative Services: Office Management 

Agency Management 

Welfare Board Functions 

This 64-page pamphlet has something to offer to every person 


carrying administrative responsibilities in local public welfare 
agencies, or aspiring to carry such responsibilities. 


The Price: $1.00 per copy. 


Quantity Discounts: A discount of 10 per cent may be taken 
on orders for 10 to 25 copies, or a discount of 20 per cent on 
orders for 25 copies or more. 


How to Order. Simply address an order (accompanied by 
remittance, if possible) to the American Public Welfare Associa- 
tion, 1313 East Sixtieth Street, Chicago 37, Illinois. 
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